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Adolescents aged 10-19 years comprise about one-fifth of the world\'s population, which is equivalent to 1.2 billion young persons\[[@ref1]\]. In the Caribbean, adolescents (10-19 years) represent about 20% of the population or approximately 1 million people\[[@ref2]\]. One in every five Jamaicans is an adolescent. In general, this age group enjoys good health, accounting for only 2% of the deaths in 2003\[[@ref2]\]. Sexual activity begins at an early age for many Jamaican adolescent as among young people aged 15-17 who were surveyed in the 1997 Reproductive Health Survey, 38% of females and 64% of males reported having had sexual intercourse. The younger adolescents are when they begin sexual activity, the less likely they are to practice contraception, thus increasing their risk of pregnancy\[[@ref3]\].

In Jamaica, as elsewhere, adolescent pregnancy presents a serious social and public health problem\[[@ref4]\]. Forty percent of Jamaican women have been pregnant at least once before they reach the age of 20, and more than 80% of adolescent pregnancies are unplanned. The total fertility rate has been falling over the past decades, reaching 2.5 children per woman in 2002\[[@ref5]\]. While birth rates have been falling and adolescent fertility rates reached 79 live births per 1,000 women aged 15-19 in 2002, the percentage of teenage pregnancies remains at 20%. One in every four girls aged 15-19 years is sexually active, and 12% of the female population aged 15-19 has had two or three pregnancies. Twelve percent of girls ages 15-19 who are sexually active report having been pregnant. Of those pregnancies, 30% did not end in a live birth\[[@ref6]\]. Early pregnancy has far-reaching effects on young people\'s educational, economic and social opportunities. Studies estimate that anywhere from 50% to 80% of young women do not return to school after giving birth\[[@ref7][@ref8]\]. For young men, adolescent fatherhood is similarly linked to high rates of school drop-out, as young men are forced to enter the workforce and, oftentimes, the informal, lower-wage workforce, in order to support their young families\[[@ref9]\].

The 2002-2003 Jamaica Reproductive Health Survey indicated that condoms are the contraceptive method most widely used by adolescents aged 15-19 years\[[@ref5]\]. Contraceptive use at first intercourse in this age group was 76% for females and 44.9% for males. The average age of sexual initiation was 15.8 for females and 13.5 for males\[[@ref5]\]. In the 2001 condom survey, 85% of sexually active girls, 15-19 years old, and 88% of boys reported that they have ever used a contraceptive\[[@ref10]\]. The data reveal a startling gender disparity. While the contraceptive use rate for males increased from 31%, the first time they had sex, to 68% at most recent sex, females reported a drop from 58.8% to 52.6% respectively\[[@ref10]\]. An estimated 19% of young women, ages 15-19, and 15% of those ages 20-24 have an unmet need for contraceptive services\[[@ref11][@ref12]\]

The majority, 54%, of 15-19 year old males purchased their supplies from a small grocery or retail store. Most females, 46%, relied on their partners to provide the methods\[[@ref10]\]. Approximately 21% of young women sourced contraceptives from clinics or health centers, compared to 8.6% of young men. Pharmacies were the main source of methods for 8% of young men surveyed and 13.5% of young women\[[@ref10]\].

Access to contraceptive by minors has in recent time raises much policy concern by policy decision-makers, political supporters, government ministries, schools, parents and children in Jamaica. The conflicting position between the Reproductive Health \[RH\] Policy Guideline 2004, the Child Care and Protection Act 2004, have often times resulted in its contents not being adhered to, especially by health care providers, who expressed that the said legislation does not protect them (unlike the case of the United Kingdom), regardless of the contents of the RH policy guideline.

Sexual activity in Jamaica often begins in the early teenage and even pre-teenage years, and attitudes about gender roles, sexual activity and family planning are likely to be formed during these early years. While a number of studies have investigated pregnancy, sexual knowledge, attitudes and behavior among adolescents in the Caribbean\[[@ref13]\], none have examined access to contraceptive among pre-adolescents and adolescents. The purpose of this article is to examine the sexual practices among pre-adolescent and adolescent in Jamaica and their challenges in accessing contraceptives. Methods of contraception used by minors are also examined.

Materials and Methods {#sec1-2}
=====================

This study is informed by quantitative and qualitative data. The former is derived from field research, using the statistical package for social scientists (SPSS 15.0) for data analysis, while the latter was obtained from secondary information including case studies, and related policies and legislations.

The units of analysis were 238 sexually active cases, comprised in-school pre-adolescents (9 year-olds) and adolescents (10-17 year-olds). This was disaggregated as follows: 9-11, 12-14 and 15-17 year-olds. The physical status of these groups was defined as able-bodied, visually impaired, speech impaired, physically challenged and other. The researchers were not prejudiced regarding sexual orientation; hence captured responses from those who considered themselves to be heterosexual, homosexual and bisexual.

The sampling method was involved a 21-item close-ended questionnaire. Of the 300 questionnaires that were self administered, 79% were favorably completed and analyzed to inform this study. These represented 119 males and 119 females, who claimed to have had professional exposure to health and family life education (HFLE), and who were knowledgeable of the various contraceptive methods and the implications in engaging in unprotected sexual activities.

This study was conducted during the period October 2006 to July 2007 with the subjects having represented a wide cross section of Jamaica (14 parishes). The respondents were asked to complete the questionnaire and place it in a sealed envelope and return same to the researcher. Some opted to be interviewed face to face (19), owing to their literacy level, which was not favorable to them completing the questionnaire on their own.

All the participants were informed about the purpose of the study and the level of confidentiality that would have been exercised. They were further instructed to not reveal their names or any other form of identification relating to them, the health care providers, guidance counselors, their intimate partners, *inter alia*. Owing to the sensitive nature of the subject (minors accessing contraceptive), the respondents were also told by the researchers that should they at any time during the questionnaire or interview process, feel uncomfortable they should, without hesitation, decline from further participation. The 62 respondents who opted-out, were not coerced to participate further in the study, neither were they counted as part of the 238 cases. The outcome of the suggestion to discontinue if they felt uncomfortable resulted in a more open and relaxed participation by the respondents, who also gave additional information that was not required by the questionnaire, but helped to provide novel insight to this paper.

The researchers held discussions with guidance counselors, health care providers and school nurses in order to confirm some of the information provided by the minors (without revealing any form of identification), as well as to clarify observations made by the researchers.

The questionnaires were pilot tested and it was realized that some of the language (although appeared simple) were not in-keeping with that of the minors/adolescents. As a result, the questionnaires were revisited and adjusted to suit the language of the minors of today\'s era. These set of questionnaires were again pilot-tested and having reached a satisfactory level in terms of language, culture and youth-friendliness, they were used in the final dissemination. The pilot tested questionnaires were not included in the final study, neither was that group of minors/adolescents allowed to participate in the main study.

The data analysis also included a range of correlation coefficients, such as Chi Square, Pearson (r) using SPSS, with a confidence interval of 95%. P\<0.05 was taken as statistically significant.

Results {#sec1-3}
=======

Of the 238 respondents, 119 are males and 119 are females. The 9-11 sexually active group represents three males and six females respectively, while the 12-14 year olds represent 50% male and 21% female and the 15-17 year olds represent 47% male and 74 % female respectively ([Table 1](#T1){ref-type="table"}). Included in these age categories, are heterosexuals, homosexuals and bisexuals - of which heterosexual dominates (113 males and 108 females) and bears significant difference between homosexuals (3 males and 5 females) and bisexuals (three males and six females).

###### 

Demographic characteristics of respondents

![](NAJMS-1-247-g001)

The physical statuses of these sexually active minors are mostly able-bodied, reflecting similarities between males (over 90%) and females (100%) followed by those who are speech impaired (3), physically challenged (2), visually impaired (1) and otherwise challenged (1). While their physical attributes do not inhibit sexual activities, these individuals did not share more than one sexual partner ([Table 1](#T1){ref-type="table"}).

Sexual activity is less prevalent among males (56) than females (88) aged 15-17 with sexual partners mainly over 17 years old. There are respondents (three males and one female in the 9 - 11 year old group) with sexual partners under nine years old. None of the female respondents have sexual partners within the 15-17 age category. While majority of the respondents have one sexual partner (65 males and 92 females), males are more likely to have two. At the same time, there is similarity in the number of respondents, who shares up to three sexual partners (14). There are no females with more than three partners, but 10 males ([Table 3](#T3){ref-type="table"}). The difference in the number of sex partners between male and female is statistically significant (χ^2^ = 21.36, p\<0.05).

###### 

Types of sexual activities and partners
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While there are more male users (80) of contraceptives than females (40) and also more consistent male users (47) than females (10), the latter also uses dual methods (83). On the other hand, there are respondents who do not use any form of contraceptive during sexual activities (39 males and 79 females) - representing 32.7% and 66.4% respectively. These include the eight homosexual respondents of this study (3 males and 5 females). The male respondents who use contraceptive inconsistently are not significantly different from the females, thus representing 27.7% and 25.2% respectively ([Table 2](#T2){ref-type="table"}).

###### 

Contraception challenges
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The most prevalent methods ([Table 2](#T2){ref-type="table"}) are the condom (63.9% male, 24.4% female) and coitus interruptus (4 males, 47 females) followed by the emergency contraceptive pills (13.4% female) and other methods such as spermicidal, dental dam, intrauterine device and diaphragm (16% female). Very few of the respondents use hormonal pills (8% female) and surgical methods (4% female). Of the nine 9-11 year olds, two take oral contraceptive pills, two take Emergency Contraceptive Pill (ECP), two practice coitus interruptus, two use condoms (females only), and one uses another form of method.

The respondents, having complained about the various challenges encountered in accessing contraceptives, informed that their alternative means to access is usually facilitated by the respondents' partners (22 males, 11 females), friends (15 males, 10 females), parents (4 males), other sources include relatives (12 males and 5 females) and/or by the respondents themselves (31 males and 2 females). The various contraceptive methods are obtained from health centers (four males, 14 females), the National Family Planning Board (NFPB) and/or display booths during World AIDS Day or at SRH-related fairs (10 males, one female), social workers (seven males, three females), private pharmacies or shops (11 males, 24 females; [Table 5](#T5){ref-type="table"}). In addition, some parents expressed that in order to relinquish the fear of their daughters becoming pregnant, they would place one oral contraceptive pill every morning in the minor\'s tea, whether or not they suspect their child to be having sex. Some fathers provide their sons with condoms and encourage them to engage in sexual activity, as they claim that this is evidence that they would not become homosexuals.

###### 

Contraception, STIs/HIV and pregnancy
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The challenges to accessing contraceptive could become indicative of contracting sexually transmitted infections (STI) and/or HIV. The findings of this study ([Table 5](#T5){ref-type="table"}) show that more females (28) contracted STIs at some point in time than males (22). Although there are more male users of contraceptive than females, more males (48) impregnated their partners than the females (31) who became pregnant. The outcome of the 48 partners who became impregnated resulted in criminal abortion (36), miscarriage (8), still birth (1) and live birth (3). The 31 cases of pregnant females resulted in criminal abortion (19) and miscarriage (12).

The most likely form of sexual practice is vaginal, endorsed mostly by males (55.4%). There are more females (36%) than males (2.5%) who practice anal sex, while those who are more likely to engage in oral sex represent 42% male and 30.3% female ([Table 3](#T3){ref-type="table"}). The female respondents claim that anal and oral sex not only prevents pregnancy, but keeps their hymen intact. These practices are deemed as protection for their sexual status whenever their parents take them to the medical practitioner to determine whether they are a virgin. There is greater fear for pregnancy than STIs and HIV/AIDS, because pregnancy is visible and attracts discrimination, while STIs and HIV/AIDS can be properly treated and persons could still live a very normal life without anyone knowing their health status.

The respondents, in further postulating the reasons for their sexual practice, note the following ([Table 4](#T4){ref-type="table"}): (i) peer pressure (46 males and females), (ii) everyone is doing it (24 males, 19 females), (iii) inability to communicate sexual feelings with parents (13 males and 14 females) -- parents treat the subject of sex with disdain and anger, (iv) money (eight males, 12 females) -- the respondents obtain money from their partners in order to support being in the latest fashion and to feel important, (v) music of the dancehall genre (12 males, four females) - the respondents claim that they are stimulated by the sexual connotations and graphical descriptions, especially from the dancehall -- often played on public transportation on which they travel and/or within their homes or at the street corner (vi) cellular phone (five males, nine females) - this being another factor put forward by the respondents (see [Table 4](#T4){ref-type="table"}), tend to heighten the feeling of belongingness and libido. The respondents claim that they are able to speak with their intended or already intimate partners frequently and for very long hours (depending on the mobile network facility), even at nights when parents already retire for bed, (vi) environment (seven males, four females) -- exposure to sexual demonstration by adults in their community and within their homes, (vii) uncertain (four males, seven females) and (viii) others (four females). This represents a lack of self-confidence, poor self-esteem and the desire to belong to the "in-crowd" who is "doing it," which were reiterated by the respondents.

###### 

Influences of sexual activities
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Some guidance counselors and teachers attested to such remarks, and further added that that they observed that where physical education (PE) was absent, students exerted sexual energies, unlike in previous times when such activity was mandatory under the school curriculum. It should be noted, however, that in Jamaica, physical education is part of the secondary school\'s curriculum from pre-school to third form (grade nine). The absence of PE from the curriculum of fourth and fifth formers (ten and eleven grades) is owing to increase course load in preparation for the Caribbean Secondary School Education Council.

Discussion {#sec1-4}
==========

Contraceptive use among adolescents has been studied in many parts of the world. Consonant with the finding of this study that access to contraceptive methods is more favorable to males than females, the literature points out that gender inequity profoundly affects the right to have access to health information, education and care when it limits contraceptive use and choice. Traditionally gender roles often deny women control over their own sexual decisions, and create pressures that compel some men to undertake risky sexual behaviors. This form of inequity has serious health implications because of the increased risk of unwanted pregnancy and STIs, particularly HIV/AIDS\[[@ref14]\]. Access to contraceptives is essential in helping to reduce the number of unintended pregnancies, high risk child birth and incidence of abortion\[[@ref15]\]. According to Thomas et al\[[@ref16]\], the International Conference on Population and Development\[[@ref17]\], Action 6.15, stressed the importance of information and services concerning reproductive and sexual health, including the prevention of early pregnancies, HIV/AIDS and other STIs. These resulted in serious implications, especially where in middle income countries, for example, high rates of maternal mortality and morbidity among young women (ages 15-19) are usually fueled by too early childbearing, unplanned and unwanted pregnancy and complications from unsafe abortion\[[@ref18]\].

The findings of this study showed that more females contracted STIs than males. Adolescents are believed to represent at least one third of cases of chlamydia trachomatis infection worldwide and perhaps an equal share of gonorrhoea infection\[[@ref19]\]. In some settings, almost half of adolescents at high risk may have either gonorrhoea or chlamydia or both\[[@ref20]\]. In several studies, adolescent girls accounted for the highest level of chlamydial infection detected by culture among all age groups, and among younger adolescents prevalence was higher than among older ones\[[@ref21][@ref22]\]. Existing studies show that the prevalence of gonorrhoea among adolescent girls is usually lower than that of chlamydia\[[@ref23][@ref24]\]. Prevalence data for adolescent boys is scarce, partially because so many studies have been limited to family planning clients. Studies from Namibia, Tanzania and the USA show either no STIs at all in adolescent boys\[[@ref25]\] or a prevalence of less than 2%\[[@ref26]\]. Higher rates have also occasionally been reported, however. In one study in rural Uganda, 26% of a small sample of boys had chlamydia\[[@ref27]\]. Of adolescent boys in detention in the USA, 5-7% had gonorrhoea or chlamydia\[[@ref28]\].

As evidenced in findings of this study, there is a relationship between male and female who encounter challenges in accessing contraceptive advice and treatment. Such challenge derives from the females being characterized as promiscuous for engaging in sexual activities. On the other hand, the males are encouraged in sexual activity for the sake of promoting their masculinity and for fear of becoming homosexuals. The respondents also posit that some health professionals (because of moral standards and Christian principles) claimed that the distribution of contraceptives to school children is a sin and that this contributes to them becoming adults too early. Health care providers, however, expressed the view of not being protected under the Child Care and Protection Act 2004, section 9(1), which considers them to be *exposing the minor*\[[@ref29]\], should they provide such minor with contraceptive advice and treatment. This is so despite the Reproductive Health Policy Guidelines for Health Professionals 2004\[[@ref30]\] (implemented after the amended 2004 Child Care and Protection Act), which permits health professionals to provide counseling upon contraceptive advice and treatment where the minor is adamant regarding sexual intercourse without the use of contraception and if physical and mental health is at risk\[[@ref31]\]. This is not unique to Jamaica, as research has shown that policies and programs in several countries have been hampered by adults' beliefs about what young people should know, and that many adults fears that sex education might lead to promiscuity\[[@ref32]\].

Consistent use of effective contraception requires an understanding of the consequences of unprotected sexual activity. Unfortunately, the inability of many adolescents to plan ahead and to anticipate the consequences of their actions leads to risk-taking behavior. As Hewell and Andrews\[[@ref33]\] have noted, it is the adolescents' *perception* of risk rather than the actual risk itself that determines their use of contraception. This study reveals that where the minor is denied contraception, this result in inconsistency or none-use of the various methods. In another Jamaican study, adolescents continue to have sex without consistent condom use\[[@ref34]\]. The World Bank\[[@ref35]\] also found that contraceptive use remains low, in that only a quarter of sexually active adolescent schoolers within the Caribbean Community, use some form of contraceptive and slightly worry about getting pregnant or causing a pregnancy. In a study in the United States of America, out of 846 sexually active cases of 8-18 year old children entering out-of-home care, more than one-third were not using contraceptive\[[@ref36]\]. With regard to Jamaica, more than 40 per cent of sexually active adolescent girls reported that they had not used a contraceptive method at last intercourse and 87 per cent of teenage pregnancy had not been planned\[[@ref35]\].

Health care providers, including pharmacists, are often reluctant to serve young clients with contraceptive and condom information and supplies, especially those below the legal age of consent. In Jamaica, for example, family planning providers said they were hesitant to serve clients younger than 16\[[@ref37]\]. Countries such as Mexico, Brazil, Colombia and Peru have adopted policies and programs to serve adolescents, but implementation has been uneven and the lower age limit is not clear\[[@ref38]\]. Majority of the respondents suggested that contraceptive methods should be distributed in schools by nurses or guidance counselors, so as to alleviate the challenges faced in having to obtain same at health care facilities, pharmacies or regular stores. However, this is forbidden under the Government of Jamaica\'s Ministry of Education. Unlike the United States of America (in some States) and the United Kingdom (under the portfolio of the Office of Standards in Education), contraceptive methods are allowed in schools\[[@ref39]\]. In the United Kingdom, part of the Government\'s 10-year teenage pregnancy strategy (launched in 1999) is to halve the under 16 contraception rate by 2010. For want of achieving such goal, the country\'s legislation makes provision for health care providers, including doctors to provide the under 16 year olds with contraceptive, sexual and reproductive health advice and treatment without knowledge of the parents/guardian, providing that the minor understands the advice given and the implications involved. In addition, where abortion occurs and the young pregnant woman is competent to consent and cannot be persuaded to involve her parents, then arrangement should be made for such\[[@ref40]\].

For most adolescents, regular sexual activity commences soon after puberty but prior to social maturity. Much of that sexual activity is casual, outside of formal unions, and devoid of social or emotional commitment. Among Jamaican males, there is substantial peer group pressure to engage in sex in order to avert the stigma of homosexuality, and sexual initiation may occur as early as the age of 8 years\[[@ref41]\]. In support of this study that music (particularly the dancehall genre) was a sexual stimulant (13.5 per cent), Music Psychologist, Schubert\[[@ref42]\] states that music evokes intense pleasure, sometimes sending shiver or chills down the spine. In addition, McFarlane 2008\[[@ref43]\] postulated that a North Carolina University study revealed that children who have a heavier sexual media diet when they are 12 to 14 years old are twice as likely as kids who have a lighter sexual media diet to have had sexual intercourse by the time they are 16 years old.

Many factors discourage young people from using health services. These include a lack of privacy and confidentiality; insensitive and disapproving staff; threatening environments; cost; and the requirement that minors be accompanied by an adult\[[@ref32]\]. The Reproductive Health Policy Guidelines for Health Professionals 2004\[[@ref30]\] gives the directive for health professionals to first (i) ascertain whether the minor is in the care of a parent or guardian; (ii) seek to persuade the minor to involve same and (iii) ensure that the minor does not wish his/her consultative visit with the health care provider to be revealed. Confidentiality should be exercised except in cases of STIs, pregnancy and sexual violence. In such a case, the health professional should inform the minor that such information would have to be disclosed\[[@ref31]\]. The 2001 condom survey identified several barriers to youth\'s access to contraceptives. Some 80% of 15-19 year olds reported that it was easy to acquire the male condom; few respondents report that condom outlets refuse to sell to young adolescents, or the young person\'s own embarrassment, poses difficulties in accessing contraceptives\[[@ref10]\]. The majority, 54%, of 15-19 year old males purchased their supplies from a small grocery or retail store. Most females, 46%, relied on their partners to provide the methods\[[@ref10]\]. Approximately 21% of young women sourced contraceptives from clinics or health centers, compared to 8.6% of young men. Pharmacies were the main source of methods for 8% of young men surveyed and 13.5% of young women\[[@ref10]\].

A lack of confidentiality is expressed by the respondents as a sore point, which discourages their seeking advice regarding sexual and reproductive health. This inhibits communication with health care providers at the health centers and guidance counselors at their schools, on sexual related matters. Reservations sometimes also stem from having shared social settings (church, family circle, clubs) with health professionals, hence fear for a breach of confidentiality. Confidentiality in adolescent healthcare is important\[[@ref44]\]. An Adolescent Health Service Clinic, a public health clinic, was established in Antigua and Barbuda specifically for adolescents. In 1996 and 1997, 153 teenage women accepted contraceptive services, 7% of all women seen at public health clinics\[[@ref45]\]. Types of contraception made available included injection, used by 45%; oral contraceptives, used by 40% and condoms used by 13%\[[@ref45]\]. The benefits and safety of various contraceptive methods must be explained and a motivational type of interview must be used\[[@ref46][@ref47]\]. Side effects, reported in 48% of women in Jamaica, may limit use of injections or oral contraceptives\[[@ref48]\]. Other barriers to contraceptive use include sexual attitudes, cultural norms and gender-specific issues in the USA as well as in the Caribbean\[[@ref48]\]. It is of interest that school based interventions to affect lifestyle changes in adolescents were recently shown to be ineffective\[[@ref49]\].

Unlike this study which reveals that condom is the most likely used contraceptive method, the injection is the most prevalently used among individuals 12-17 year olds at the Women\'s Centre of Jamaica Foundation (WCJF)\[[@ref50]\] during the period 2005-2006. This represents 54.6 per cent of the 1,625 registered teen mothers\[[@ref50]\]. Similarly, the NFPB reports the said method as the most popular choice of contraceptive among public sector family planning clients, thus accounting for 49 per cent in 2005\[[@ref51]\]. In view of the Eastern Caribbean Islands, similar to the findings of the WCJF and the NFPB, injection (1,404 acceptors) is the most prevalent method, followed by oral contraceptive pill (1,380 acceptors) then the condom (283 acceptors) among teenagers 15-19 in the Commonwealth of Dominica in 2003\[[@ref52]\]. In Barbados, other contraceptive methods (spermicidal, cervical cap, withdrawals/coitus interruptus) are more prevalent among the under 19 year olds - representing 25 and 43 per cent respectively during the period 2004 and 2005. These methods are followed by the use of oral contraceptive pills (25 and 40 per cents), the condom (17 and 9 per cents) and the injection (9 and 5 per cents) within the same period\[[@ref53]\]. While in Anguilla, in 2003, there are reported cases (15-19 year olds) of 56 per cent males and 58 per cent females who have never had sexual intercourse. The remaining percentages are sexually active with 36 per cent males and 30 per cent females not using any form of contraceptive methods. However, 13 per cent male and 13 per cent female claim that accessibility is a problem\[[@ref54]\], hence the initiative of the commercial banks in distributing condoms.

On the point of contraception, research has shown that modern contraceptive use has increased, but remains low among sexually active young women in many low and middle income countries. Take for instance, in Haiti, 33 per cent of single sexually active young women and nine per cent of their married peers used a modern method of contraception\[[@ref55]\]. Among sexually active female students from Nigerian high schools, 47 per cent used the rhythm method of contraception; 21 per cent, oral contraceptive pills and six per cent, condoms\[[@ref56]\]. The findings of this study demonstrate the use and types of contraceptive methods. Unlike this study, where condom and coitus interruptus were the most prevalent methods, the adolescent/teenage mothers who are registered at the WCJF mostly use the injection method. After the teenage mothers deliver their babies, parental consent via completed consent form is part of the package for minors 12-17 year olds at the WCJF receiving the injection method, which is the most prevalent\[[@ref50]\]. While the minor at the WCJF may not be faced with the challenge of having to obtain such contraceptive on her own, she is faced with having to accept that which might not be her preference. The involvement of parents in providing contraceptive methods to their children is viewed in some circles as encouraging promiscuity among minors\[[@ref50]\].

Conclusions {#sec1-5}
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Access to contraceptive advice and treatment is also more favorable to male than female, thus resulted in unsafe sexual practice, pregnancy and the contracting of HIV/STIs. The research described here may provide important insights from pre-adolescents and adolescents themselves for designing useful information, education and counseling programs for pre-adolescents and adolescents and for developing services that may be useful to adolescents. The findings of this study will be important in informing the development of reproductive health services and family life education programs for pre-adolescents and adolescents in Jamaica and other Caribbean countries.
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